Use of 'tartograms in Labour
A partogram, which presents in graphical form a low risk course of labour, was recently constructed at Queen Charlotte's Maternity Hospital. The case records of 1000 consecutive parturient women, who satisfied the criteria shown in Table  1 , were studied. Of these, 264 were discarded because labour was abnormal, leaving 460 primigravidk (498 vaginal examinations) and 276 multiparx (291 vaginal examinations). Table I Partogravolt seiection criter'ia (1) All age groups (2) Maternal height > 1.52 metres (5 ft) (3)
All parities (4) All with previous dilatation and curettage (5) Fa:tal maturity 38-42 weeks (6) FOetal weight 2.6-4.4 kg (7) Normal cephalic presentation (8)
Spontaneous normal vaginal deliveries
Utilizing the time interval between spontaneous normal vaginal delivery and previous cervical dilatations (2-9 cm) a probit analysis, based on cumulative frequency tables for each dilatation in each parity group, was undertaken. Regression lines (r= >0.92) were fitted to each plot and the final partogram ( Fig 1) (1972) has been in use in the University Department of Obstetrics & Gynmecology in Salisbury, Rhodesia, for one year and in the Professional Unit of Birmingham Maternity Hospital for six months where it has successfully completed a searching study to assess its suitability for practice 1ff the United Kingdom. The partogram allows charting of the progress of labour, fietal condition and maternal condition against a time scale on a single sheet of paper in a way which is clearly comprehensible and which highlights the abnormal labour.
The descent of the feetal head is assessed as described by Crichton (1962) by the amount of the head in 'fifths' palpable abdominally above the brim. The position of the head can also be noted throughout labour and, if required, the level of the head in relation to the ischial spines can be charted. The dilatation of the cervix is plotted on admission in labour at zero time and a slope of cervical dilatation constructed as well as a slope of descent of the head. The other interdependent variables of labour, namely, foetal heart rate, condition of the liquor, degree of moulding of the foetal head, frequency and duration ofcontractions, dose ofoxytocin (Syntocinon) together with the maternal blood pressure and pulse, are charted on the partogram during labour (Philpott 1972 It was considered important to obtain a normal slope of cervical dilatation in order to obtain an early warning of inadequate progress and Fig 1 shows the constructed normogram on which is superimposed the progress of labour (Philpott & Castle 1972) . The oblique slope on the left represents the mean cervical dilatation of the slowest 10% of Rhodesian African primigravide who were admitted in established labour with a cervical dilatation of more than 3 cm. This is called the 'alert line'; 90% of normal primigravide will deliver to the left of this line, while the remainder are potentially abnormal. A line has been drawn parallel to the alert line and four hours to the right. This represents the 'action line' and if the curve for cervical dilatation reaches this point the patient is re-assessed for malpresentation or pelvic abnormality and, these being excluded, is given adequate analgesia, preferably with a lumbar epidural block, and an augmenting dose of Syntocinon. Most cases will respond to the improved uterine contrqctions by progressive cervical dilatation and delivery. This regimen is continued for up to six hours if necessary, with careful monitoring of the foetal heart. If there is no appreciable progress at the end of this time Caesarean section is performed for proven cephalopelvic disproportion. By this policy of active management of labour, with the aid of alert and action lines, the Caesarean section rate for African primigravidae has been reduced from 9.9 % to 2.6 %, with a considerable fall in perinatal mortality. Labour lasting for more than 16 hours is now a rarity.
Action lines for primigravide and multigravide of the three main ethnic groups in Britain should be equally valuable for the detection of abnormal labour, and this is now being studied in Birmingham. Until this information is available partograms without action lines are in use, and a great improvement in the detail and clarity offirst stage recording has been found. Mrs Muriel Rose (Edgware General Hospital) said that oxytocin tended to produce very painful contractions when administered to patients with inco-ordinate uterine action.
Mr R W Beard (King's College Hospital, London SE5) accepted Professor O'Driscoll's point that even when uterine contractions were recorded as strong and regular they could be made more effective by administration of oxytocin. Nevertheless oxytocin, by its tendency to increase the resting tone of the uterus, increased the risk of foetal asphyxia (Beard & Simons 1971) . Kubli & Ruttgers (1971) clearly demonstrated that the mean pH of feetuses delivered after oxytocinstimulated labour was significantly lower than that of feetuses delivered after spontaneous labour. Mr Beard suggested that a more active approach to the management of labour should be accompanied by increased surveillance of the feetus.
